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INTRODUCTION:  Triple  assessment  of  a  suspicious  breast  lesion  may  not  always  provide  a deﬁnite  diagno-
sis.  We  report  a case  of  epidermoid  cyst  of  breast,  which  caused  diagnostic  dilemma  in  spite  of  a thorough
triple  assessment  and  entailed  mastectomy.
PRESENTATION OF  CASE:  A 69-year-old  woman  presented  with  a large  painful  retroareolar  left  breast  mass.
Clinical  examination,  ultrasound  and  mammography  were  highly  suspicious  of  malignancy.  However,
core  biopsy  suggested  a benign  lesion.  Due  to size  of  the  lesion  and  diagnostic  uncertainty,  various  options
were  discussed  with  the  patient.  She  opted  for a simple  mastectomy.  The  histology  conﬁrmed  a large
epidermoid  cyst.
DISCUSSION:  It  is  rare  for an epidermoid  cyst  to present  as  such  an  advanced  lesion,  mimicking  carcinoma.
Excision  of  such  a large  retroareolar  ‘benign’  lesion,  however,  may  sometime  entail  mastectomy.  This  isreast reconstruction the  ﬁrst  reported  case  of  an epidermoid  cyst  of breast  necessitating  mastectomy.
CONCLUSION: Diagnostic  dilemma  while  dealing  with  a suspected  breast  cancer  is not rare.  Involvement
of  multidisciplinary  team  as well  as  patient  is important  in the  decision-making.  The  report  illustrates  a
rare  presentation  of a deep  seated  large  epidermoid  cyst  of  breast,  which  mimicked  carcinoma,  caused
diagnostic  confusion  and  entailed  mastectomy.  We  strongly  advocate  the  option  of  breast  reconstruction
in  such  cases.
gical © 2012 Sur
. Introduction
A  discreet lump in the breast is a recognised indication of referral
o the breast clinic. Triple assessment of a breast lump helps assess
he lump and aids in further management. However if the ﬁndings
f triple assessment contradict each other, this can cause diagnostic
ilemma and surgical excision of lesions are often contemplated. In
uch circumstances, breast conservation surgery, rather than mas-
ectomy are usually attempted. Involvement of multidisciplinary
eam and patient are important before making a decision. We  report
 case where a simple mastectomy was performed for a breast
esion, which mimicked carcinoma but turned out to be completely
enign.
. Case reportA  69-year-old woman attended the one-stop breast clinic with
istory of a painful lump in the left breast of three months’ dura-
ion. There was no history of nipple discharge. She had not suffered
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from any breast condition in the past. Her menarche was  at age
twelve. She had never been pregnant and had never been on oral
contraceptive pill or hormone replacement therapy. She had under-
gone hysterectomy at age 44 for heavy periods but was unsure
whether her ovaries were retained. She gave a history of trauma
to left breast nineteen years ago following a road trafﬁc accident.
There was no family history of breast or ovarian cancer. She was
not on any regular medication. General examination was  unre-
markable. Examination of right breast was normal. Examination
of left breast revealed a retro-areolar ﬁrm tender mass measuring
6 cm × 6 cm with associated nipple retraction (P4). There was  no
axillary or cervical lymphadenopathy. Breast size was  noted to be
32 BB.
She underwent bilateral double-view mammography and ultra-
sound scan of both breasts. Imaging ﬁndings were highly suspicious
of malignancy in the left breast with extension into the duct sys-
tem (M4  and U4) (Figs. 1 and 2). A core biopsy of the lump was
performed, which showed features of lobular and ﬁbro fatty ele-
ments, with mixed lymphoplasmacytic intralobular and periductal
inﬁltrate, foci of epitheloid and giant cells with accompanying stro-
mal  sclerosis and fragments of acanthotic squamous epithelium.
Open access under CC BY-NC-ND license.Foreign body type multinucleated giant cells were seen around the
ruptured ducts with foci of fat necrosis and extension of inﬂam-
matory cells into fatty tissue. The picture was consistent with
periductal mastitis and duct ectasia with no evidence of malignancy
 BY-NC-ND license.
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Fig. 3. Core biopsies of the lesion of the left breast (H & E; 40×) showing periduc-ig. 1. Mammogram of the left breast (medio-lateral oblique view) showing a cen-
ral mass with some lack of clarity of the margin and ductal prominence anteriorly
M4).
B2) (Fig. 3). The case was discussed in the multidisciplinary team
MDT), which suggested re-biopsy of the lesion. Core biopsy was
epeated, which conﬁrmed the same histological ﬁndings.
The  matter was discussed further in the MDT. Clinicians and
adiologists were strongly of the opinion that the lesion was
robably malignant (P4, M4  and U4). Pathological ﬁndings were,
owever, benign (B2). The plan was to consider excision biopsy of
he lesion at the ﬁrst instance and consider mastectomy at a later
tage, should the lesion turn out to be malignant.
The ﬁndings and outcome of MDT  decision were discussed in
ull with the patient. This was a particularly difﬁcult issue due to
arge size of the lesion in a relatively small breast. She opted for sim-
le mastectomy without breast reconstruction. Given her wishes,
 simple mastectomy was performed. The postoperative recovery
as uneventful.
Histology demonstrated a cystic lesion measuring 85 mm in
aximum diameter (Fig. 4). The cyst was lined by keratinised
tratiﬁed squamous epithelium and ﬁlled with necrotic debris
nd keratin. The lining squamous epithelium was acanthotic and
ontained granular layer in some places. The surrounding tissue
howed dense mixed inﬂammatory cell inﬁltrate with foreign body
ultinucleated giant cells. In few places, part of the cyst was lined
ig. 2. Ultrasound scan of the left breast showing a solid mass with extension into
he duct system (U4).tal  mastitis, duct ectasia, fragments of acanthotic squamous epithelium with no
evidence of malignancy.
by single layer of cuboidal epithelium. The ﬁndings were consistent
with large epidermoid cyst of the breast (Fig. 5).
3. Discussion
According to current guidelines, a non-operative breast cancer
diagnosis should be achieved by triple assessment.1 However, in
some cases excision biopsies are undertaken due to continued diag-
nostic uncertainty. If further surgery is required, attempts are made
to preserve breasts. Although this remains the case in vast majority
of cases, there are occasions where decision-making can be difﬁcult
and patient may  opt for mastectomy at the ﬁrst instance.
The  case reported illustrates such a dilemma. The patient under-
went triple assessment of her breast lump and two components
(clinical and radiological) were highly suggestive of breast car-
cinoma. However the third component (histology) suggested a
benign lesion. The members of the MDT  were divided in their opin-
ion. The matter was discussed in full with the patient. An excision
biopsy would entail further surgery (i.e., mastectomy), should the
ﬁnal diagnosis conﬁrm a carcinoma. Per-operative frozen section
was an option but was not performed for various reasons. Cur-
rent surgical guideline discourages frozen sections with immediate
pathological reporting of surgical breast biopsies.1 Determining
exact pathology and the desirable resection margin of a large lesion
on frozen section can be tedious, time consuming and has intrin-
sic false negative rates.2 Moreover, excision of a large lesion in a
relatively small breast would leave the patient with unacceptable
cosmetic appearance, necessitating further surgery. The patient
felt that she was not prepared to take the risk and go through
the possibility of second operation. Hence she opted for a sim-
ple mastectomy. The ﬁnal diagnosis was  an epidermoid cyst of the
breast. To the best of our knowledge, no case of epidermoid cyst of
breast necessitating mastectomy has been reported in the literature
before. This makes the case report unique.
Epidermoid cysts arise from the proliferation of epidermal
cells within a circumscribed space of the dermis. Aetiology may
be congenital, traumatic following implantation of epithelium or
developmental following squamous metaplasia of normal colum-
nar cells within a dilated duct in cases of ﬁbrocystic disease.3,4
Indeed, the woman  in this case reported a history of trauma to the
breast. However, exact relevance of such history is difﬁcult to dis-
cern. Epidermal cysts have also been reported following reduction
mammoplasty due to implantation of torn fragments of epidermis
deep within the breast tissue.5 Microscopically, they are lined with
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cFig. 4. Macrophotographs of the left mastectomy specimen (suture m
tratiﬁed squamous epithelium and ﬁlled with laminated keratin
hich is usually a thick, white, and ﬂaky material.6,7
Epidermoid cysts of the breast are rare compared to similar
esions occurring in other parts of the human body such as the
calp, back and neck. Malignant transformation has been reported
n 0.5–19% of cases.8,9 As the incidence of epidermoid cyst occur-
ing in the breast parenchyma is small, with variable reports
n the incidence of its malignant change, the actual percentage
s uncertain.2 Preoperative differentiation between benign and
alignant epidermoid cyst is not always possible.10,11 Mammo-
raphic and sonographic features of epidermoid breast cyst may
ary. An intermediate to high T2 signal mass with occasional low
ignal debris associated with no central enhancement on Mag-
etic Resonance Imaging (MRI) has been reported to be helpful
n strengthening the diagnosis.12 Initial misdiagnosis of epider-
al cyst can be due to its ill-deﬁned borders and heterogenous
chogenicity.6,13
ig. 5. Microphotograph of the histology (H & E; 40×) of the left breast lesion show-
ng  cyst, lined by squamous keratinised epithelium, suggestive of an epidermoid
yst.g superior border) showing the lesion near the centre of the breast.
Excision of such lesions should be offered to relieve symptoms,
prevent complications and in some cases, for cosmetic reasons.
The pros and cons of surgery, alternatives, and risks of surgery
should be discussed with the patient in full. An unrestricted Med-
line search revealed that it is rare for an epidermoid cyst of breast to
present as such an advanced lesion. It is recommended that such a
lesion should be excised because of underlying malignant potential.
Excision of a large ‘benign’ lesion, however, may  sometime entail
mastectomy, particularly in a relatively small breast. We  strongly
advocate that patients should be offered the option of breast recon-
struction in such cases. However reconstruction was not an option
in this case as the patient did not wish to have further procedure.
British  Association of Surgical Oncology (BASO) guidelines
clearly emphasises the importance of involving multidisciplinary
team in making decisions while dealing with suspected breast
cancers.1 It is possible that MDT  members may  fail to reach a
consensus in some complex cases. Furthermore, General Medical
Council states that as part of the informed consent process, patients
must receive sufﬁcient information, in a way  that they can under-
stand, to enable them make informed decisions about their care.14
The patient in this case, was given options of diagnostic open exci-
sion, followed by mastectomy, should it conﬁrm the lesion to be a
cancer. She was not prepared to have a second procedure and opted
for mastectomy.
4.  Conclusions
Diagnostic dilemma while dealing with a suspected breast can-
cer is not rare. Involvement of multidisciplinary team as well as
patient is important in the decision-making. A breast-conservative
surgery is considered appropriate in most of such situations. How-
ever, mastectomy may  play a role in certain circumstances. The
case reported illustrates such a situation, where the patient opted
for mastectomy for an uncertain breast lesion, which turned out to
be a benign epidermoid cyst of the breast. The report also exem-
pliﬁes the rare presentation of a deep seated large epidermoid
cyst of breast, which mimicked carcinoma and caused diagnostic
confusion. No such case of epidermoid cyst of the breast necessi-
tating mastectomy has been reported before. In such cases, patients
should be offered the option of breast reconstruction.
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